The oncologic safety and feasibility of laparoscopic radical cholecystectomy for a preoperatively suspected gallbladder cancer is continually being challenged even in an era of minimally invasive surgery. A seventy-four-year-old woman was presented in the outpatient department with a history of fever, abdominal pain, and vomiting. CT scan showed an irregular wall thickening of the body to the cystic duct of the gallbladder and portocaval lymph node. In addition, EUS revealed no subserosal invasion of the tumor. PET scan showed an intense FDG uptake of in the gallbladder and in the portocaval lymph node. The laparoscopic radical cholecystectomy was performed with 6 trocars. The procedure included simple cholecystectomy, hepatoduodenal and aortocaval lymphadenectomy, and common bile duct resection. The hepaticojejunal anastomosis was constructed laparoscopically, while the jejunal continuity was established via an extracorporeal anastomosis. The patient was discharged on the 7th postoperative day with no complications and adjuvant chemotherapy was started on the 14th day after surgery. Based on our experienced, laparoscopic radical cholecystectomy with combined common bile duct resection is technically safe and feasible. 
INTRODUCTION
The role of laparoscopic surgery for the management of gallbladder cancer remains controversial. The current standard of care for preoperatively suspected gallbladder cancer is still an open radical cholecystectomy. 1 In laparoscopic radical cholecystectomy, overcoming the innate complexity in the performance of adequate lymphadenectomy, liver resection, and possible common bile duct resection remains a challenge to surgeons. 2 Recently, however, several high volume centers have demonstrated the efficacy and safety of laparoscopic radical cholecystectomy, which includes extended cholecystectomy and hepatoduodenal ligament lymphadenectomy in gallbladder cancer. 3 Nevertheless, only a few reports on the feasibility of laparoscopic radical cholecystectomy with a common bile resection. 4 With our expanding experience in minimally invasive surgery, our center has begun to employ the laparoscopic radical cholecystectomy in select patients with a preoperatively suspected early gallbladder cancer. We believe that as long as oncologic principles of open surgery have been carefully followed, laparoscopic surgery has a potential role in the management of early gallbladder cancer.
Thus, we aim to report and describe our first successfully performed laparoscopic radical cholecystectomy with combined segmental resection of the bile duct in a patient with preoperatively suspected T2 gallbladder cancer near the cystic duct. Finally, the 4 cm umbilical incision was extended enough for specimen extraction and extracorporeal jejuno-jejunal anastomosis. A hand sewed side-to-side, double-layer anastomosis was created using vicryl 3-0 sutures.
Pathological findings
Final pathology report revealed a 4.1×3.0 cm, moderately differentiated adenocarcinoma (Fig. 4) . Secondly, the extent of lymphadenectomy included the aortocaval lymph nodes (Station 16). Our patient had enlarged lymph nodes at the hepatoduodenal ligament and portocaval space, thus an aortocaval lymph node dissection was performed. The previous study had demonstrated that aortocaval lymph nodes were the common site of tumor recurrence in T2 gallbladder cancer after radical cholecystectomy. 12 Moreover, although long-term outcome with aortocaval lymph nodes metastasis is poor and does not benefit from radical resection, 13 we believe that a proper prognostication can be achieved through extended lymphadenectomy in aortocaval area. In summary, this case shows laparoscopic radical cholecystectomy with combined common bile duct resection is technically feasible. This approach should be re-evaluated in terms of reproducibility, and oncologic outcomes based on large number of the patients with long-term follow up data.
